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F 0684 Provide appropriate treatment and care according to orders, resident’s preferences and goals.

Level of Harm - Minimal harm 47369
or potential for actual harm
Based on interview, and record review, the facility failed to ensure professional standards of care were met
Residents Affected - Few for one out of three sampled residents (Resident 1) when Resident 1's post incident documentation
(documentation of assessments and observations after an incident occurs) was incomplete.

This failure had the potential for Resident 1 to have unassessed injuries and/or illnesses and unmet
psychosocial needs.

Findings:

A review of Resident 1's ADMISSION RECORD, indicated he was admitted to the facility in mid-2023, with
diagnoses which included schizophrenia (a mental illness that is characterized by disturbances in thought)
and muscle weakness.

A review of Resident 1's Progress Notes, dated 9/13/24, at 10:15 PM, indicated, .Resident became very
enraged throwing and cussing at the police officers .Resident became more upset and storm (sic) outside to
smoke a cigarette .When police and house supervisor went outside found resident on the floor, lying flat on
the floor, with laceration [cut or tear in skin] on left eye. Police called ambulance .LVN [licensed vocational
nurse] staff were containing bleed that was coming from his wound above his eye .

A review of Resident 1's Progress Notes, dated 9/14/24, at 7:13 AM, indicated, .Resident returned from the
ER [emergency room ] at 0505 [5:05 AM] .Resident has abrasion (scrape) to right side of face and above
right eyebrow .

A review of Resident 1's Progress Notes, dated 9/16/24, at 10:15 AM, indicated, .An IDT [interdisciplinary
team, group of healthcare professionals who assess and coordinate care] meeting was held for unwitnessed
fall on 9/13/24 .IDT recommends SS [social services] follow up .

During an interview on 10/2/24, at 10:36 AM, the Social Services Assistant (SSA) confirmed there was no

documentation in Resident 1's health record to indicate social services had followed up with Resident 1 after
the incident on 9/13/24. The SSA stated the purpose of social service follow up was to ensure Resident 1 did
not have unmet psychosocial needs and to provide any necessary interventions to meet Resident 1's needs.
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F 0684 During an interview on 10/2/24, at 11:39 AM, the Assistant Director of Nurses (ADON) confirmed there was
no documentation in Resident 1's health record on 9/15/24 and there should have been. The ADON stated
Level of Harm - Minimal harm or licensed nurses should have documented in Resident 1's health record on every shift for 72 hours after the
potential for actual harm incident. The ADON further stated the purpose of the 72 hour follow up was to monitor Resident 1 for any
negative changes in condition or alterations in psychosocial well-being. The ADON stated it was important
Residents Affected - Few for social services to follow up with Resident 1 for any psychosocial needs and to assist Resident 1 with

coping mechanisms as necessary.

A review of a facility policy and procedure (P&P) titled, Charting and Documentation, revised July 2017,
indicated, .All services provided to the resident, progress toward the care plan goals, or any changes in the
resident's medical, physical, functional or psychosocial condition, shall be documented in the resident's
medical record. The medical record should facilitate communication between the interdisciplinary team
regarding the resident's condition and response to care .
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